Case Summary: Hybrid procedure was safe and feasible. It provides opportunity of complete revascularization during single procedure combining the best elements of both PCI and CABG. Target lesion was the mid-portion of LAD. The coronary system was cannulated using a 5 Fr IL3.5 guiding catheter by right radial artery approach. The SHION wire was advanced and we performed Intravascular ultrasound (IVUS) study. We confirmed a ring-like calcification in the proximal of the target lesion. So, the lesion was predilated with a 2.5mmx13mm diameter Lacross non slip element balloon (NSE). When we inflated with the NSE at 12 atm, the NSE was ruptured. Then, we used a 3.0mmx15mm diameter high pressure balloon. When we inflated this balloon at 16atm, the indentation of balloon was disappeared. So, we advanced a 3.0mmx28mm diameter Xience Prime stent at the mid portion of LAD. When we inflated with the stent until 8 atm, the stent delivery balloon was ruptured. We could not expand the stent again by this stent delivery balloon. The proximal site of the stent was slightly expanded and the distal site of the stent was fitted on the stent delivery balloon. So, when we pulled the balloon, this stent could move together. But, the proximal edge of the stent was caught at the tip of the guiding catheter and we could not retrieve into the guiding catheter. We engaged a 7Fr JL3.5 guiding catheter via right femoral artery. We captured the stent by a snare wire. But, it was difficult to retrieve the stent because the distal site of the stent was fastened on the balloon. We rubbed off the stent from the balloon with the two guiding catheter and successfully retrieved the stent. We performed IVUS study again and deployed a 3.0x28mm diameter Nobori stent at the mid-portion of LAD. We expanded the stent with a 3.0mmx18mm diameter high pressure balloon and the final angiogram showed TIMI 3 grade flow. Case Summary: We performed PCI for the mid-portion of LAD. When we inflated with the 3.0mm x 28mm diameter Xience Prime stent until 8 atm, the stent delivery balloon was ruptured. We could not expand the stent again. So, we retrieved the stent.
Patient was fine. Case Summary: Patient gk, 50 years male with Rest angina from last 3 hours admitted in our institute for PTCA. Absorb (BVS) was deployed & Patient was fine. Take home message from this case is Operator has implanted 40 absorb stents and two out of 40 was deployed in setting of acute MI .Although data is limited absorb can be used in acute MI setting. Right Radial approach, 6F EBU 3.5 coronary guide was used to cannulate the Left main.Abott 0.014" Balanced middle weight wire was used to wire the Left anterior descending artery.The lesion distally was pre dilated with a Boston Maverick 3x15 balloon at 14 atm, check angiogram showed a residue of 70 % stenosis.A serial predilatation was done with Boston Maverick 3 x 15 at 12-14 atm.The lesion was stented with Absorb BVS 3.5 X 28 mm at 12 atm. There was a residue to 50 % in check angio.then the stented area was post dilated with non-compliant Boston Qantum Maverick Balloon 3.5 x 8 mm at 18 atm and non-compliant Balloon 4x 8 mm at 18 atm serially. During balloon dilatation the vessel goes to 3.5 mm and recoils after deflation.There was a residue of 40% in the stented area in the distal LAD.The proximal LAD lesion was predilated with Boston Maverick 3.5 x 15 balloon at 12 atm, and was stented with Absorb 3.5 x 18 mm at 12 atm with an overlap into the distal stent.Then the stented area was post dilated with Boston Qantum Maverick Balloon 4x 8 mm non-compliant balloon at 16 atm. Case Summary: There is a acute recoil of the vessel after angioplasty and the biovascular scaffold goes along with the recoil without much radial support. We performed follow-up coronary angiography three years after implantation of paclitaxel-eluting stent (PES) and suggested stent thrombosis in the PES. We detected stent structure and thrombus by optical coherence tomography. Case Summary: Very late stent thrombosis (VLST) after drug-eluting stent implantation is rare, but a serious complication. Causes of VLST remain unclear. We experienced a suggestive case of a mechanism for stent thrombosis. A 55 years-old-man was implanted paclitaxeleluting stent to mid-portion of right coronary artery (RCA) for effort angina about 3 years ago. He again suffered from effort angina 2 years ago, and coronary angiography (CAG) showed progressive stenosis of proximal region of RCA. He was implanted another everolimus-eluting stent to proximal region of the PES. Optical coherence tomography (OCT) presented late acquired malappositon in the PES, but we didn't perform additional intervention. Three years after the first coronary intervention, CAG showed stent thrombosis in the PES. OCT revealed thrombosis and stent fracture of the PES. Serial OCT examination exposed one cause of stent thrombosis. 
